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After graduation one tends to experiment
with differing approaches to treatment of
learnt patterns of conventional procedure.
Spinal Reflex Incentive (S ..R.I.) is a form of
treatment which I have been using success..
fully for eight years. Its purpose is to gain
voluntary movement after flaccid paralysis
caused by an upper motor neuron lesion.
Procedure is simple. It requires an intro..
duction or explanation to the patient, and the
use of a percussion hammer, previously used
only for diagnosis.
After some years of treating patients with
S.R.I., mainly following Cerebrovascular
Accidents, and after explaining it to some
colleagues, I have been urged to present it for
criticism and appraisal.
INTRODUCTION TO THE PATIENT
The reason for treatment and the objectives
of S.R.I. are explained to the patient, who is
also taught the essentials of a motor pathway,
its reliance on connecting neurones, and the
ability to stimulate a new pathway through
alternate circuits.
The connection between sight and learning
is stressed, and simple diagrams are used to
clarify the introduction.
Before the first session the patient basically
understands the programme and aims of treat..
ment.
Consideration is taken of the psychological
blow to the patient, especially when suffering
expressive aphasia. Notice how relieved the
patient becomes when you simply say "I
understand that you know what I am saying,
but have some trouble forming words, even
though you know what you want to say."
TECHNIQUE
Following the explanation a percussion
hammer is used to stimulate reflex responses
as described below.
The patient is asked to observe movement
closely. Surprise, even excitement of disbelief
may be registered by the patient on eliciting
movement of the affected, often rejected, arm
and leg.
I. Brachial response: This is gained by a
tap in the area inferior to the clavicle and at
the origin of anterior Deltoid and serves to
demonstrate a general movement of the
affected arm.
2. Biceps response: The patient is in the
half lying position with the affected arm rest..
ing in extension, and supported by a pillow.
Response is elicited by a tap near the insertion
of Biceps tendon. There will he flexion at the
elbow, and the response is repeated for two
or three minutes, slowly, in order that the
patient can concentrate on the movement.
3. Brachioradialis response: With the
patient in the half lying position, and the
arm resting on a pillow in a position of some
flexion, the Brachioradialis is tapped to pro..
duce flexion at the elbow.
Usually a better result is obtained with a
finger cushion between the point and per..
cussion hammer when dealing with Brachial,
Biceps and Brachioradialis response.
4. Triceps response: Again the patient is
half lying, and the arm is supported on a
pillow vvith the elbow in flexion. The tendon
of Triceps is tapped towards its insertion to
elicit extension at the elhow.
The lower limb offers the Babinski response
with the withdrawal reflex and the Patella
tendon response.
S. Babinski response: In the first reflex
used to elicit movement in the lower limb, the
position of half lying is adopted again to
enable the patient to observe the treatment.
The lateral border of the foot is stroked firmly
from the heel to the head of metatarsal five
and continued medially to metatarsal one.
This produces a marked withdrawal with
flexion of hip and knee, which wanes, after
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several stimulations, to dorsiflexion of the
foot. This is probably due to accommodation,
however this diminished response does not
occur with the other responses mentioned.
6. Patella tendon response: The patient's
unaffected hand is placed on the Quadriceps
of the affected side with the patient in the half
lying position. The affected leg may he sup-
ported in slight flexion on a pillow, and the
Patella tendon is tapped to give a Quadriceps
contraction which is both seen and felt by the
patient. Reinforcing the movement with touch
may also be used in treatment of the upper
limb. Often a positive Quadriceps contraction
of the affected side may he gained with the
knee in extension.
The Calcaneal tendon response does not
seem to stimulate the patients' interest, so I
have omitted this in the treatment programme.
I have found S.R.I. not effective in the
treatment of patients with receptive aphasia
or total blindness, hence it appears that the
patient must understand, and visualize the
effects of the treatment. S.R.I. has no effect on
patients with contractures.
Following the initial treatment the patient
is asked to try to help the contraction when
they observe the response to stimulation.
Once active movement is obtained, even
through a range of a few degrees, S.R.I. is no
longer necessary, and concentration may now
be fixed on function with the help of Bobath,
Rood and P.N.F. techniques.
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This simple series is repeated ideally over a
period of twenty minutes, daily.
RATIONALE
A neurophysiologist from the Cumberland
College of Health Science says: Following a
Cerebrovascular Accident, the spinal reflex
arc becomes hyperactive as the control from
higher centres of the brain has heen removed
by the lesion. This means that the motor neu-
rons are in a facilitated state especially during
operation of the reflex by stimulation of
muscle spindles. The facilitated motor neuron
would then be susceptible to any descending
excitatory input that could be directed to it.
Since the necessary circuitry exists and the
motor neurons are in a facilitated state it
seems not unreasonable to suggest that control
may be redirected by visual association and
feedback training. The visual cortex and
visual association areas would be activators
of this alternate system. Connections between
these cortical areas and subcortical centres,
such as the colliculus are generally not
affected by the lesion.
CONCLUSION
This technique has evolved empirically. I
suggest that when the spinal reflex is stimu-
lated, with the patient observing the response,
enough activity is propagated to stimulate the
development of new pathways and the use of
alternate circuits, so that the patient may be
capable of early voluntary movement.
